We would like to thank the authors for the critical appraisal of our article on surgical technique of limited anterior vitrectomy in phacomorphic glaucoma. [1] As the authors have correctly pointed out that the cannula is not exactly or diametrically opposite to the corneal incision, [2] it should be at least a quadrant away from the site of corneal incision. For example, in a temporal phacoemulsification, the cannula would be placed in the inferior or inferonasal quadrant and not in the inferotemporal quadrant. This is for ease of performing the procedure and to prevent corneal wound gaping while removing the cannula.
As the authors have correctly pointed out that the cannula is not exactly or diametrically opposite to the corneal incision, [2] it should be at least a quadrant away from the site of corneal incision. For example, in a temporal phacoemulsification, the cannula would be placed in the inferior or inferonasal quadrant and not in the inferotemporal quadrant. This is for ease of performing the procedure and to prevent corneal wound gaping while removing the cannula.
It is true that the safest position of placing the cannula is inferotemporal. This is because it allows free movement of eyeball in vitreous surgery. However, in our technique, we do not need to rotate the eyeball, and hence, the cannula can be placed in any of the quadrants. In our series, we did not have any case where placing the cannula in nasal quadrant caused any injury to the lids or inadvertent retinal damage. Many a times, in our retinal surgery, we switch ports for dissection of membranes and perform a temporal vitrectomy, as and when required.
As we have described, vitreous is allowed to egress and is cut using vitrectomy cutter, but the cannula is plugged before starting the phacoemulsification procedure. [2] In fact, it is recommended not to leave the cannula open. Intraoperatively, if and when there is a vitreous upthrust, it can be intermittently reopened to perform vitrectomy and reduce the vitreous pressure.
Egression of vitreous is a passive phenomenon occurring due to the difference between intraocular pressure and atmospheric pressure. Passive egression does not cause any traction on the vitreous base. Routine retinal examination was done for all the patients in our series of 32 patients and we have had no complications so far.
We feel that the procedure described by us is much safer than doing a blind vitrectomy, which can cause hypotony/ choroidal detachment or an accidental damage to the posterior capsule. It also increases the risk of retinal complications. [3] Cite this article as: Sachdev R, Gupta A, Narula R, Deshmukh R. Response to comment on: Limitied Anterior Vitrectomy in Phacomorphic glaucoma. Indian J Ophthalmol 2018;66:884.
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Toilet pars plana vitrectomy for Surgical cases with shallow anterior chamber
Dear Sir, I read with keen interest the article on the surgical technique of limited vitrectomy in phacomorphic glaucoma by Sachdev et al. [1] in the December 2017 issue of Indian Journal of Ophthalmology.
I have been employing the procedure of pars plana toilet vitrectomy performed 4-mm posterior to the limbus in various clinical situations with shallow anterior chamber to create adequate space and to facilitate better surgical maneuvering.
The cases in which this surgical technique is used include (1) narrow-angle glaucoma with cataract for combined surgery or cataract surgery or trabeculectomy, (2) posttrabeculectomy with shallow anterior chamber with peripheral anterior synechiae (PAS), (3) malignant glaucoma; (4) cataract surgery with PAS with vitreous loss, (5) nanophthalmos with cataract; (6) relative anterior microophthalmos, (7) Urrets-Zavalia syndrome with PAS, (8) lens-induced Glaucoma, (9) iris bombe, (10) postsilicone oil shallow angle, and (11) pediatric cataract surgery for pars plana posterior capsulectomy and anterior vitrectomy.
